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Abstract
Background and Methods: Malaria in Africa is most severe in young children and pregnant women, particularly in rural and
poor households. In many countries, malaria intervention coverage rates have increased as a result of scale up; but this may
mask limited coverage in these highest-risk populations. Reports were reviewed from nationally representative surveys in
African malaria-endemic countries from 2006 through 2008 to understand how reported intervention coverage rates reflect
access by the most at-risk populations.
Results: Reports were available from 27 Demographic and Health Surveys (DHSs), Multiple Indicator Cluster Surveys (MICSs),
and Malaria Indicator Surveys (MISs) during this interval with data on household intervention coverage by urban or rural
setting, wealth quintile, and sex. Household ownership of insecticide-treated mosquito nets (ITNs) varied from 5% to greater
than 60%, and was equitable by urban/rural and wealth quintile status among 13 (52%) of 25 countries. Malaria treatment
rates for febrile children under five years of age varied from less than 10% to greater than 70%, and while equitable
coverage was achieved in 8 (30%) of 27 countries, rates were generally higher in urban and richest quintile households. Use
of intermittent preventive treatment in pregnant women varied from 2% to more than 60%, and again tended to be higher
in urban and richest quintile households. Across all countries, there were no significant male/female inequalities seen for
children sleeping under ITNs or receiving antimalarial treatment for febrile illness. Parasitemia and anemia rates from eight
national surveys showed predominance in poor and rural populations.
Conclusions/Significance: Recent efforts to scale up malaria intervention coverage have achieved equity in some countries
(especially with ITNs), but delivery methods in other countries are not addressing the most at-risk populations. As countries
seek universal malaria intervention coverage, their delivery systems must reach the rural and poor populations; this is not a
small task, but it has been achieved in some countries.
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Introduction
Malaria is not an equitably distributed infection or disease.
Young children and pregnant women in rural and poor
households in sub-Saharan Africa bear the brunt of malaria’s
morbidity and mortality [1–8].
As the Roll Back Malaria (RBM) effort set out to halve the
malaria burden by 2010 [9], the early years from 1999 through
2004 were characterized by low coverage [10] and unequal
distribution of prevention interventions whereby the poorest
households had the lowest coverage [11,12]. With more recent
calls for Scale up for Impact (SUFI) [13,14], malaria elimination
[15,16], and for universal coverage with malaria control
interventions [17], addressing those at greatest risk of malaria
has been in the forefront of discussions. The call for achieving
universal coverage has focused initially on prevention interven-
tions such as insecticide-treated mosquito nets (ITNs), indoor
residual spraying (IRS), and prevention during pregnancy with
ITNs and intermittent preventive treatment (IPTp). Achieving
universal coverage among at-risk populations is warranted as
prevention interventions have been shown to benefit even those
not directly covered through a ‘‘community effect’’ when high
population coverage is achieved [18–20]. Universal coverage
would imply that everyone would have the needed preventive and
curative interventions (100% and thus fully ‘equitable’). However,
while en route to that goal, different intervention delivery strategies
could lead to markedly variable coverage levels across the most at-
risk populations [11,21].
The malaria control community might see a dilemma here. As
malaria is not an equitable disease, there is both an argument for
targeting those at risk and an argument for providing universal
population coverage (not specifically targeted) because of the
additional community effect benefit. A possible resolution for the
dilemma is to seek universal coverage and while achieving this,
assuring and documenting that at least the same (equitable)
coverage is attained for all populations at risk. In the context of the
recent scale up of malaria interventions and the call for universal
coverage in sub-Saharan Africa, we examined recent evidence
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whether national malaria programs have been achieving equity in
the delivery of malaria prevention and treatment.
Methods
Definitions
Inequities in health are considered those differences that are
‘‘not only unnecessary and avoidable, but in addition, are
considered unfair and unjust’’ [22]. Inequities are frequently
considered on the basis of demographic and/or socioeconomic
status, often measured in asset-based wealth quintiles [23],
geography (country region, or urban versus rural dwelling), sex,
age, and ethnicity. Recent nationally-representative population-
based surveys have systematically collected information on wealth
quintile, urban and rural dwelling and sex; all of which are
considered here. Information from a given country may be
available on ethnic or provincial or regional differences, but when
examining across many national surveys, these characteristics are
not comparable so are not considered here. Comparisons were
examined specifically among those most vulnerable: children
under the age of 5 years and pregnant women.
Data Considered
Published reports were reviewed from recent nationally-
representative household surveys conducted in sub-Saharan
African from 2006 through 2008, a period following most recent
intervention scale-up efforts, with the reports available by July
2009. In order to optimize the standard approach to data
collection, only results from Demographic and Health Surveys
(DHS: http://www.measuredhs.com/), UNICEF Multiple Indi-
cator Cluster Surveys (MICS: http://www.unicef.org/statistics/
index_24302.html) and RBM Partnership Malaria Indicator
Surveys (MIS: http://www.rollbackmalaria.org/mechanisms/
merg.html#MIS) were considered. The survey results are
maintained on the UNICEF Child Info web site (www.childinfo.
org) and include standardized information on household owner-
ship and use of ITNs, use of prevention in pregnancy (IPTp and
ITNs), and use of malaria treatment for children with recent fever
illness. The surveys typically collect information on household
location (urban or rural based on country definitions), child sex,
and present household wealth quintiles based on a standard
household asset index. Some surveys did not include full
information on certain characteristics, thus the denominator of
surveys varies for certain comparisons. While nationally-represen-
tative surveys have been conducted in malaria-endemic countries
outside Africa and it is possible that more recent African national
survey results may exist, surveys in more than one-half of the
malaria-endemic sub-Saharan African countries were available
and fitted our inclusion criteria. This group included a spectrum of
low (less than 10%) to high (greater than 50%) coverage for the
malaria interventions, and the information is summarized here.
Measurements
The following malaria intervention outcome indicators consis-
tent with the recommended RBM definitions were assessed [24]:
the proportion of households with at least one ITN; the proportion
of children under 5 years old with fever in the past 2 weeks who
received an antimalarial: and the proportion of women of
reproductive age who received at least two doses of sulfadoxine-
pyrimethamine (SP) during their last pregnancy.
We assessed equity in intervention coverage with the following
indicators: 1) urban versus rural status of household; 2) highest
versus lowest wealth quintile; and 3) male versus female child
gender. As there is no single standard for establishing a measure of
equity for a given comparison (e.g., when comparing socioeco-
nomic status across quintiles), we established an ‘‘equity index’’ as
the ratio between intervention coverage between the two
categories for each of the equity indicators outlined above. As
such, an equity index greater than 1.0 suggests over representation
of intervention coverage among urban households, the wealthiest
households and male children.
Additionally, to assess whether malaria intervention coverage
was statistically different between measures of equity, we
performed a simple Pearson’s Chi-square test to determine
differences in these outcome indicators by urban versus rural
status, highest versus lowest wealth quintile, and use among male
versus female children. For these comparisons, the raw survey
datasets were not used to ascertain Ch-square test statistics;
instead, cells based on sample size and coverage estimates were
used to create 2x2 tables. Where sample sizes were not available
by wealth quintile (1 study), equal distribution across quintiles was
assumed for calculating Chi-square test statistics. This approach
does not account for the effect of clustered data as a result of the
two-stage cluster sampling designs employed by the DHS, MICS
and MIS, and thus the statistical tests used here may slightly
overestimate statistical significance. However, we assert that this
approach is sufficient for this description of how coverage
outcomes differ by equity factors. In general, a coverage indicator
was considered equitable if it achieved equal or higher coverage
among poor and/or rural populations, with the probability of
committing a type-1 error set at 0.05.
As multiple comparisons are presented in the figures, countries
were grouped as equitable if the equity index for all variables
considered was less than 1.2; countries where the equity index
exceeded 1.2 for one or both comparisons were grouped as having
inequitable distribution of the intervention coverage.
The prevalence of malaria parasite infections and moderate-
severe anemia (Hb,8 g/dl) was assessed among children under 5
years old across eight national MIS’s between 2006 and 2008. To
show where morbidity was concentrated, differences in these
morbidity outcomes were assessed by urban and rural status and
poorest versus wealthiest quintiles using a Pearson’s Chi-square
test statistics, as described above.
Results
We identified 27 surveys conducted from 2006 through 2008
with nationally-representative data from malaria-endemic coun-
tries in Africa with reports published by July 2009. The country
data showed a wide range of intervention coverage (from ,10% to
.60% population coverage) and the reports systematically
presented information on urban and rural settings and on
household wealth quintile for most but not all of the interventions.
Of note, country coverage levels varied for each intervention and
some countries with high coverage for one intervention had
relatively low coverage for another intervention: for example, Mali
had .50% household ownership of ITNs but ,10% coverage
with IPTp (Figures 1, 2, 3).
National estimates of household ownership of at least one ITN
varied from a high of over 60% in Zambia to approximately 5% in
Cameroon (Figure 1). Thirteen (52%) of the 25 countries achieved
equitable coverage (richest-to-poorest average equity index=0.86,
[range 0.20 to 1.11]; urban-to-rural average equity index=0.80,
[range 0.34 to 1.19]); see Figure 1, equitable countries in the upper
section. There were substantial inequities in the other 12 countries
(richest-to-poorest average equity index=3.27; [range 1.67 to
Equity in Malaria Control
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3.00]); see Figure 1, lower section.
National coverage estimates of malaria treatment for febrile
children under 5 years of age range from 70% in urban Burkina
Faso to less than 10% in urban and rural Zimbabwe (Figure 2).
Nearly one-third of the countries (8/27) in this analysis achieved
coverage that was equitable or favored poor rural households
(richest-to-poorest average equity index=0.81 and urban-to-rural
equity index=0.84); see Figure 2, upper section. Among the 19
countries with inequitable coverage, the greatest disparity is seen
by wealth quintile (richest-to-poorest average equity index=1.81;
urban-to-rural average equity index=1.40) where in five countries
the coverage in the poorest households was less than one-half that
in the wealthiest households; see Figure 2, lower section.
Population coverage of women receiving IPTp or an antimalarial
drug duringpregnancy was generallylowandexceeded 20%inonly
6 (Zambia, Senegal, Malawi, Tanzania, Ghana, and Gambia) of the
22 countries with data available (Figure 3). Although IPTp is meant
to reach all women attending antenatal clinic and in many countries
the proportion of pregnant women attending antenatal clinic is
high, fewer than one-quarter (5/22) of the countries in our analysis
achieved equitable or coverage favoring poor rural women; see
Figure 3, upper section. In the remaining 17 countries with
inequitable coverage, urban women and those in the wealthiest
quintileoftenhad a2-foldorhighercoveragecomparedtoruraland
poor women; see Figure 3, lower section.
No male-female differences were observed among children
using an ITN the previous night (23 studies with data) or receiving
malaria treatment for fever illness (14 studies with data) (Figures 4
and 5). While overall use levels varied substantially among the
countries, there were no survey results showing marked differences
between male and female children for ITN use, while only three
countries showed significant differences for treatment of fever
illnesses; two favoring males and one favoring females.
Figure 1. Equity in household ownership of ITNs. Percent household ownership of at least 1 ITN, by household residence and poorest versus
wealthiest quintile, from national household surveys 2006–2008. Top group of countries are those achieving equity across rural-urban and wealth
quintiles; bottom group are those not achieving equity across these categories. *Wealth statistically different (P-value,0.05); **Urban/rural statically
different (P-value,0.05); ***Wealth and urban/rural statistically different (P-value,0.05); $Data not available for statistical test.
doi:10.1371/journal.pone.0008409.g001
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parasitemia and/or moderate-severe anemia (Hb,8 gm/dl) from
8 DHS and MIS [Angola (2006), Ethiopia (2007), Kenya (2007),
Mozambique (2007), Rwanda (2007/8), Tanzania (2008) and
Zambia (2006 and 2008)]. These findings confirm that malaria
and anemia disproportionately affect children in rural and poor
households (Figures 6 and 7). Of note, Zambia achieved substantial
increases in malaria intervention coverage between the 2006 and
2008 survey and most of the reduction in parasitemia and anemia is
seen in the rural and the poor populations.
Discussion
This analysis of malaria intervention coverage in sub-Saharan
Africa shows that many countries have achieved equitable
coverage among poor rural households where the burden of
malaria is concentrated. The recent progress in malaria control
has been sufficiently rapid that we expect that many countries will
have both higher and more widely applied intervention coverage
in 2009 than might be recorded from these 2006 – 2008 surveys.
The analysis also identifies challenges in equitable distribution of
interventions that require continued attention as many countries
strive to achieve universal coverage for malaria interventions.
Equitable distribution of interventions is possible; 54% of
countries have equitable ITN distribution, 29% have equitable
case management coverage and 20% have equitable IPTp
coverage. But achieving equity in one area does not assure broad
achievement of equity; only Namibia and the Gambia achieved
equity for all three intervention strategies, and only the Gambia
has equitable moderate or high coverage for the interventions.
So, what predicts or determines equity in intervention coverage?
While achieving universal coverage will by definition achieve
equity, there is no observable dramatic effect whereby countries
with higher coverage (50% to 70%) are more likely to have equity
at that stage. In fact, across the range from 5% to 70%, coverage
per se does not appear from these data to be a critical determinant
of equity. At least two factors likely explain the observed inequity
in intervention coverage: the policies and choices around delivery
Figure 2. Equity in antimalarial treatment of fever in children. Percent children with a fever in the past 2 weeks receiving any antimalarial, by
household residence and poorest versus wealthiest quintile, from national household surveys 2006–2008. Top group of countries are those achieving
equity across rural-urban and wealth quintiles; bottom group are those not achieving equity across these categories. *Wealth statistically different
(P-value,0.05); **Urban/rural statically different (P-value,0.05); ***Wealth and urban/rural statistically different (P-value,0.05); $Data not available
for statistical test.
doi:10.1371/journal.pone.0008409.g002
Equity in Malaria Control
PLoS ONE | www.plosone.org 4 December 2009 | Volume 4 | Issue 12 | e8409strategy used for certain prevention interventions (e.g., the
methods used for delivering ITNs, and possibly for IRS) and the
existing delivery systems available for providing treatments and
the extent of their reach to rural and poor populations (e.g.,
facility-based and/or community-based services providing treat-
ment for malaria illness or IPTp).
The method of distribution and cost to the end user are critical
considerations in achieving equity in ITN coverage [11]. There is
growing evidence that equitable household ITN possession is
achievable through free wide-scale community distribution [21,25-
27]. Partly as a result of such evidence and because ITNs are
increasingly viewed as a public good, just like vaccines in children
[28], the policies and choices of delivery strategies for ITNs have
evolved over the past few years such that there is increasing
acceptance that full household population coverage should be
sought and any impediments to coverage should be avoided.
While it is beyond the scope of this analysis to assess the
predominant delivery strategies country by country for the 13 with
equitable and 12 with inequitable coverage, it is reasonable to
propose that countries with policies that prioritize high household
coverage (e.g. an ITN for every sleeping space or one ITN for
every two household members), in combination with free wide-
scale distribution, will likely improve overall coverage and equity
as has been previously observed [12,21,29].
For countries using IRS, the spraying is likely to be targeted to
certain geographic areas with certain characteristics – typically to
urban and peri-urban areas where housing is close together and
wall construction materials are amenable to the application of
residual insecticides. This targeting may lead to inequity by design,
but within these designated areas, the approach of achieving very
high coverage (i.e., .90% in the geographically targeted area)
should maximize both coverage and equity for that population.
Figure 3. Equity in use of intermittent preventive treatment in pregnancy (IPTp). Percent women 15–49 who received 2 or more doses of
sulfadoxine-pyrimethamine for IPTp during their last pregnancy, by rural versus urban residence and poorest versus wealthiest quintile, from national
household surveys 2006–2008. Top group of countries are those achieving equity across rural-urban and wealth quintiles; bottom group are those
not achieving equity across these categories. *Wealth statistically different (P-value,0.05); **Urban/rural statically different (P-value,0.05); ***Wealth
and urban/rural statistically different (P-value,0.05); # Data are for sulfadoxine-pyrimethamine preventive use, but did not specify 2+ doses IPTp.
doi:10.1371/journal.pone.0008409.g003
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high and equitable coverage of treatment of child malaria; and
fewer than 50% of febrile children received prompt antimalarial
treatment in 14 of the 27 countries studied. In contrast to the
variety of delivery methods available for providing prevention
commodities (e.g., for ITNs and IRS), it may be more difficult to
rapidly achieve equitable coverage of malaria treatment as the
largest factor influencing this is overall access to health care. The
predominance of infection, illness and severe illness in rural and
poor households means that every modality to reach these
populations should be pursued. This is not unique to malaria
and has been cited as an overarching feature for child health and
survival in general [30]. Policies that improve access to health
services, such as promoting community outreach and limiting
barriers to attending health facilities, will be needed to assure
improved and equitable coverage of malaria treatment.
The findings that few countries have achieved more than 20%
coverage with IPTp suggests that there remains much work to be
done on the initial steps of in-country policy development and
delivery strategy with the reproductive health and malaria
programs. Given that in many countries a high proportion of
pregnant women attend antenatal clinic, with most attending
multiple times during pregnancy, there are substantial opportu-
nities for rapid improvement in coverage; and as long as attention
is paid to systematically reaching all those who attend, high
coverage and good equity may be relatively easy to achieve.
The analysis shows that ITN use and receipt of malaria
treatment are equitable among male and female children. The
determinants of such equity likely lie principally within the home
and are not determined by national policy or health service
systems, except perhaps to the extent that they foster a gender-
equity message for communities. Mothers and care givers can all
be applauded for doing the right thing in all of these countries.
Apparently, the only challenge for young boys and girls is that the
coverage levels need to rise.
This descriptive assessment of the equity of malaria intervention
coverage across countries relied on available national survey
reports and relevant analyses. Our analysis did not include
assessment of confounding factors; it is clear that wealth and
urban-rural dwelling are highly correlated. We also did not adjust
our statistical tests for the effect of clustering, which may have
biased our results away from the null hypothesis of there being no
statistical differences between equity factors. We were also not able
to further explore the individual country data to assess additional
and potentially important within-country inequities that may exist.
For example, ‘‘rural’’ and ‘‘urban’’ categories may hide issues such
as ‘‘remote rural’’ versus ‘‘rural with access to services’’; and
wealth quintiles for urban settings may be quite different from
wealth quintiles in rural areas. Such additional country-specific
analyses do not easily lead to information that can be considered in
a multi-country comparison as presented here, but should be
considered by individual country programs to further explore their
data and their opportunities to expand their program coverage
and equity. The goal of this assessment was to examine the extent
to which countries have or have not achieved equitable coverage
of malaria interventions, defined here as favoring urban and the
Figure 4. Equity among male and female children sleeping under an ITN. Percent male and female children under-5 years of age sleeping
under an ITN the previous night, national surveys between 2006 and 2008. All country male-to-female rates are similar with no statistically
significantly differences (P-value.0.05).
doi:10.1371/journal.pone.0008409.g004
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age with fever receiving any antimalarial medicines, national surveys between 2006 and 2008. *Statically different with P-value,0.05.
doi:10.1371/journal.pone.0008409.g005
Figure 6. Malaria parasite prevalence in children. Percent parasitemia in children under-5 years of age by urban or rural setting and by richest
or poorest wealth quintile, national Malaria Indicator Surveys in African countries. *The Rwanda DHS report did not include parasitemia comparisons
by wealth quintile. All urban-rural and richest-poorest differences are statistically significant at P-value,0.001 except for Rwanda urban versus rural
(X
2=1.52, P-value=0.2168). For Zambia, substantial increases in malaria intervention coverage occurred between the 2006 and 2008 surveys and
likely accounts for the observed reduction in prevalence, predominantly in rural and poor populations.
doi:10.1371/journal.pone.0008409.g006
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adequate as large inequities in coverage clearly exist in some, but
not all places.
Equity cannot await universal coverage; it must be programmed
at all stages of malaria control scale up. As malaria in Africa is
concentrated among children and pregnant women in poor rural
areas, the full benefit of malaria control interventions will not be
realized unless high coverage among these populations is achieved.
Measuring the equity of intervention coverage will remain
important in assessing the impact of intervention scale-up on the
malaria burden within countries, until universal coverage has been
achieved.
Acknowledgments
We thank Kent Campbell for reviewing this manuscript and providing
insightful comments. We would also like to acknowledge the fact that many
individuals and organizations in each country contributed to survey design
and implementation, data assembly, analysis, and report writing; we are
indebted to all their work that allowed these multi-country comparisons.
Author Contributions
Conceived and designed the experiments: RWS TE. Analyzed the data:
RWS TE. Wrote the paper: RWS TE.
References
1. Hay SI, Guerra CA, Gething PW, Patil AP, Tatem AJ, et al. (2009) A world
malaria map: Plasmodium falciparum endemicity in 2007. PLoS Med 6:
e1000048. doi: 10.1371/journal.pmed.1000048.
2. Gwatkin DR, Guillot M, Heuveline P (1999) The burden of disease among the
global poor. Lancet 354: 586–589.
3. Greenwood BM, Bradley AK, Greenwood AM, Byass P, Jammeh K, et al.
(1987) Mortality and morbidity from malaria among children in a rural area of
The Gambia, West Africa. Trans R Soc Trop Med Hyg 81: 478–486.
4. Binka FN, Morris SS, Ross DA, Arthur P, Aryeetey ME (1994) Patterns of
malaria morbidity and mortality in children in northern Ghana. Trans R Soc
Trop Med Hyg 88: 381–385.
5. Snow RW, Guerra CA, Noor AM, Myint HY, Hay SI (2005) The global
distribution of clinical episodes of Plasmodium falciparum malaria. Nature 434:
214–217.
6. Steketee RW, Nahlen BL, Parise ME, Menendez C (2001) The burden of
malaria in pregnancy in malaria-endemic areas. Am J Trop Med Hyg 64: 28–35.
7. Gallup JL, Sachs JD (2001) The economic burden of malaria. Am J Trop Med
Hyg 64: 85–96.
8. Ettling M, McFarland DA, Schultz LJ, Chitsulo L (1994) Economic impact of
malaria in Malawian households. Trop Med Parasitol 45: 74–79.
9. RBM (2005) Roll Back Malaria Global Strategic Plan, 2005–2015. Geneva:
RBM.
10. Monasch R, Reinisch A, Steketee RW, Korenromp EL, Alnwick D, et al. (2004)
Child Coverage with Mosquito Nets and Malaria Treatment from Population-
based Surveys in African Countries: A Baseline for Monitoring Progress in Roll
Back Malaria. Am J Trop Med Hyg 71: 232–238.
11. Webster J, Lines J, Bruce J, Armstrong Schellenberg JR, Hanson K (2005)
Which delivery systems reach the poor? A review of equity of coverage of ever-
treated nets, never-treated nets, and immunisation to reduce child mortality in
Africa. Lancet Infect Dis 5: 709–717.
12. Webster J, Hill J, Lines J, Hanson K (2007) Delivery systems for insecticide
treated and untreated mosquito nets in Africa: categorization and outcomes
achieved. Health Policy Plan 22: 277–293.
13. Steketee RW, Sipilanyambe N, Chimumbwa J, Banda JJ, Mohamed A, et al.
(2008) National malaria control and scaling up for impact: the Zambia
experience through 2006. Am J Trop Med Hyg 79: 45–52.
14. RBM (2008) Global Malaria Action Plan: For a Malaria Free World. Geneva:
Roll Back Malaria Partnership.
15. Gates B (2007) Malaria Forum Keynote Address. Seattle: Bill and Melinda Gates
Foundation.
16. Feachem R, Sabot O (2008) A new global malaria eradication strategy. Lancet
371: 1633–1635.
17. Unicef (2008) On World Malaria Day, New Goals for Prevention and
Treatment Announced. New York: Unicef.
18. Hawley WA, Phillips-Howard PA, ter Kuile FO, Terlouw DJ, Vulule JM, et al.
(2003) Community-wide effects of permethrin-treated bed nets on child mortality
and malaria morbidity in western Kenya. Am J Trop Med Hyg 68: 121–127.
19. Maxwell CA, Msuya E, Sudi M, Njunwa KJ, Carneiro IA, et al. (2002) Effect of
community-wide use of insecticide-treated nets for 3-4 years on malarial
morbidity in Tanzania. Trop Med Int Health 7: 1003–1008.
20. Howard SC, Omumbo J, Nevill C, Some ES, Donnelly CA, et al. (2000)
Evidence for a mass community effect of insecticide-treated bednets on the
Figure 7. Moderate-to-severe anemia rates in children. Anemia rates (Hb,8gms/dl) in children under-5 years of age by urban or rural setting
and by richest or poorest wealth quintile, national Malaria Indicator Surveys in African countries. *While testing was done in the Rwanda DHS, the
comparisons were provided in different categories and are not comparable to the other studies. **Statically different with P-value,0.05. For Zambia,
substantial increases in malaria intervention coverage occurred between the 2006 and 2008 surveys and likely accounts for the observed reduction in
severe anemia, predominantly in rural and poor populations.
doi:10.1371/journal.pone.0008409.g007
Equity in Malaria Control
PLoS ONE | www.plosone.org 8 December 2009 | Volume 4 | Issue 12 | e8409incidence of malaria on the Kenyan coast. Trans R Soc Trop Med Hyg 94:
357–360.
21. Noor AM, Amin AA, Akhwale WS, Snow RW (2007) Increasing coverage and
decreasing inequity in insecticide-treated bed net use among rural Kenyan
children. PLoS Med 4: e255. doi:10.1371/journal.pmed.0040255.
22. Whitehead M (1992) The concepts and principles of equity and health.
Int J Health Serv 22: 429–445.
23. Rutstein SO, Johnson K (2004) The DHS Wealth Index. Calverton, MD: Macro
Internatiuonal.
24. RBM (2008) Guidelines for Core Population-based Indicators. Calverton,
Maryland: Roll Back Malaria, MEASURE Evaluation, World Health Organiza-
tion, UNICEF.
25. Grabowsky M, Farrell N, Hawley W, Chimumbwa J, Hoyer S, et al. (2005)
Integrating insecticide-treated bednets into a measles vaccination campaign
achieves high, rapid and equitable coverage with direct and voucher-based
methods. Trop Med Int Health 10: 1151–1160.
26. Grabowsky M, Nobiya T, Ahun M, Donna R, Lengor M, et al. (2005)
Distributing insecticide-treated bednets during measles vaccination: a low-cost
means of achieving high and equitable coverage. Bull World Health Organ 83:
195–201.
27. Matovu F, Goodman C, Wiseman V, Mwengee W (2009) How equitable is bed
net ownership and utilisation in Tanzania? A practical application of the
principles of horizontal and vertical equity. Malar J 8: 109.
28. Curtis C, Maxwell C, Lemnge M, Kilama WL, Steketee RW, et al. (2003)
Scaling-up coverage with insecticide-treated nets against malaria in Africa: who
should pay? Lancet Infect Dis 3: 304–307.
29. Noor AM, Mutheu JJ, Tatem AJ, Hay SI, Snow RW (2009) Insecticide-treated
net coverage in Africa: mapping progress in 2000-07. Lancet 373: 58–67.
30. Victora CG, Wagstaff A, Schellenberg JA, Gwatkin D, Claeson M, et al. (2003)
Applying an equity lens to child health and mortality: more of the same is not
enough. Lancet 362: 233–241.
Equity in Malaria Control
PLoS ONE | www.plosone.org 9 December 2009 | Volume 4 | Issue 12 | e8409